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Milk banking refers to the collection, processing, and storage of human milk and feeding that milk to someone other than the donor's own baby. In some ways it is a more simplified and less controlled form of wet nursing. Similarly it has had periods of favour and times when it was unpopular, as happened to wet nursing in the 15th century because of the spread of syphilis.'
Currently milk banking is going through a phase of uncertainty. One of the reasons is that babies have become infected with the HIV while breast feeding. 25 The virus has also been found in cell free breast milk. 6 The second reason is that there are now commercially available formulas designed especially for the low birthweight infant. These formulas provide enough energy and other nutrients to meet the expected growth of a preterm baby had it still been 'in utero' (with a few exceptions such as calcium). Recent studies comparing banked breast milk with a low birthweight formula confirm this difference in growth,7 and perhaps more importantly have shown that the developmental quotient at 9 months was 0-25 standard deviations lower in those receiving donor milk. 8 For these and possibly other reasons there are many fewer milk banks than previously. In 1981 the Department of Health Therefore despite the disadvantages of slower overall growth and development with prolonged use there are a number of inherent advantages in the use of expressed breast milk in the short term for the ill newborn baby. The custom here and in many other units has been to use banked breast milk only in the very low birthweight baby and then only during the first week or so while achieving gastrointestinal tolerance. Thereafter as the accent of care changes from 'survival' to 'rehabilitation and catch up growth', a normal or low birthweight infant formula is gradually substituted. One other feature of the large East Anglian studies was the better gastrointestinal tolerance of banked breast milk compared with a low birthweight formula during 
Hand expression is the cleanest method of expressing milk but most mothers prefer to use a hand pump. If a mother is expressing milk for her own baby on the neonatal unit she is supplied with an electric pump (Egnell Ameda, Humolactor). This makes it easier to sustain lactation as to some extent it mimicks the stimulation of normal suckling.
Mothers are also supplied with a shell to collect 'drip' milk which leaks from the opposite breast to the one being suckled. Mothers are advised only to collect drip milk while feeding and not at any other time, so that the milk supply is not increased by the pressure of the shell on the breast for too long a period. Drip milk is foremilk with a lower fat content and thus lower energy content than expressed or hind milk. We therefore encourage the collection of expressed milk, but do not exclude any drip milk. Milk is transferred from the breast pump to Axicare breast milk bottles (Colgate Axicare, Windsor; 120 or 240 ml size). The bottles are reused and are not sterile. In between use all bottles are thorougly cleaned in a washing machine and dried, which we have found adequately disinfects them.
All milk is stored in the donor's freezer at -20°C or in the freezer part of her refrigerator at -5°C until it is collected by the milk bank staff. Mothers are visited at home by the milk bank nurses every 10 days to collect the frozen milk and deliver a fresh supply of bottles. While on the 'milk round' the nurses put all bottles of frozen milk into a cooler box to ensure that the milk remains frozen on its journey back to the milk bank.
Microbiological quality control Each bottle of milk supplied by the mothers is examined bacteriologically. The day before the milk is pasteurised it is thawed at room temperature for three hours and 10 tl milk (using a standard loop) is inoculated on to CLED agar (cystine-lactose-electrolyte deficient, CM423 Oxoid) and incubated at 37°C overnight. The milk is kept at 4°C overnight.
There are no accepted microbiological criteria for the control of donor milk. The DHSS report The Collection and Storage of Human Milk described methods but left criteria 'to the microbiologist concerned with the setting up of each individual milk bank'.9 The microbiological criteria used at the Sorrento Maternity Hospital for accepting milk for pasteurisation are:
(1) Milk with counts of less than 103 colony forming units (cfu)/ml is used regardless of the organisms present.
(2) Milk with counts of more than 105 cfu/ml is not used. 24 These criteria are necessary because pasteurisation is ineffective if milk is heavily contaminated with micro-organisms. A linear relationship exists between the logarithm of the number of surviving organisms at a given temperature and the length of time for which the organisms are exposed to that temperature. Although heat treatment will kill most bacteria present in milk, the toxins produced by some bacteria are not necessarily destroyed by heat. It is therefore advisable to eliminate milk con- 
